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There has been an emerging consensus within the field of mental health concerning the reduction and possible elimination of the use of restrictive procedures in various treatment settings (Honberg & Miller, 2003) . The two most common restrictive procedures are seclusion and restraint. Seclusion refers to some form of isolation, whether voluntary or involuntary (Lendemeijer & Shortridge-Baggett, 1997) , while restraint refers to any physical technique, mechanical device, or chemical that restricts patient movement or normal function of a part of the body (Mayton & Fontanez, 1991; Swett, Cole, McEachern, & Michaels, 1988) . Currently, there are regulations in place established by the Children's Health Act of 2000 that pose both general requirements for all facilities receiving federally appropriated funds and specialized requirements for nonmedical community-based facilities for children and youths. The national law requires that seclusion and restraint be used only in emergency situations for physical safety purposes and also includes stipulations on who is authorized to order and implement restraint procedures (i.e., physician, certified individuals, or supervisors).
The new law was a product of both advocacy organizations and a series of nationally published articles revealing 142 deaths connected to the use of physical restraints in health care facilities (Weiss, 1998) . Although the new law exists and there has been wide discussion among professionals to reduce these procedures, there appears to be a reluctance to change because many facilities nationwide continue to have a high rate of implementing restrictive procedures (Day, 2002) . Children and adolescents in foster care are particularly vulnerable as many of them have already experienced significant abuse, trauma, and loss. The use of seclusion and restraint procedures should be reduced to as minimal as possible with children, particularly because these experiences could cause additional trauma and an increase in behavior problems (Goren, Singh, & Best, 1993; Irwin, 1987) . Finke (2001) has argued that the use of seclusion in the psychiatric care of children is not evidence-based practice. In fact, the research has found seclusion to be harmful to patients, with no positive outcomes. For example, Millstein and Cotton (1990) found that children had an increase in the length of time that they spent in seclusion with each occurrence rather than the expected decrease in time related to learning new behavior from experience. Tsemberis and Sullivan (1988) examined the introduction of a seclusion room to reduce the use of a more restrictive restraint procedure (i.e., straitjacket) on a children's hospital unit. They found that the use of seclusion did not decrease the use of the restraint procedure and that the isolation of the children from staff and peers had a negative effect on the children. Allen (2000) reviewed the literature on staff's opinions and attitudes toward the use of restrictive procedures. He found that staff consistently had a positive attitude toward the use of seclusion and restraints and believed they were necessary for the control of dangerous behaviors when other less restrictive procedures did not work or were not even attempted. Several studies have reported that youths who were interviewed after being restrained or secluded described it as a negative, unproductive experience (Binder & McCoy, 1983; Petti, Mohr, Somers, & Sims, 2001; Tooke & Brown, 1992) .
Previous research on reducing restrictive procedures has primarily focused on training residents in selfawareness and anger management techniques and providing patients with choices for managing frustration by selfselecting their own intervention (Mohr, Mahon, & Noone, 1998; Visalli, McNasser, Johnstone, & Lazzaro, 1997) . Staff members are trained in how to guide patients in the process through a variety of deescalation techniques; however, the majority of the focus is on the patients. Researchers have suggested that observational or record review studies be conducted to determine which types of behaviors lead to the use of restrictive procedures and whether alternative interventions could be successful in decreasing those behaviors (Day, 2002; Walsh & Randall, 1995) . Two prior studies have evaluated the effects of a systems approach on reducing restrictive procedures within inpatient psychiatric settings (Donat, 2002; Schreiner, Crafton, & Sevin, 2004) . Both of these studies incorporated a combination of treatment strategies aimed at training staff to use other strategies for managing problem behavior. These included such items as discussing the problem of high restraint use with staff, implementing staff feedback and review procedures, modeling deescalation techniques to staff, and behavioral training in alternative staff responses at early points in the chain of problem behaviors. Both of these studies showed significant reductions in the use of restraint and seclusion. A component analysis was not completed; therefore, it is not known whether any one component or combination of strategies was responsible for the decrease in use of restrictive procedures.
The purpose of the current study was to evaluate the specific effects of a behavioral staff training program designed to promote positive staff-child interactions in two different facilities for foster children. In particular, the study was conducted to examine possible influences of the training program on the use of restrictive procedures. It was hypothesized that the training program would be associated with reductions in the use of restrictive procedures.
METHOD Participants and Setting
Participants were a total of 44 employees from two different facilities, a locked residential treatment facility and a short-term children's shelter. For the children's shelter, training was requested by the local community-based care organization due to what they considered to be high rates of staff members using physical restraint procedures.
For the locked residential treatment facility, the state agency responsible for oversight requested consultation due to excessively high levels of the use of physical restraint procedures. During the consultation, the behavior analyst offered to conduct staff training, and the administrators at the facility agreed that the training might be helpful for their staff. A detailed description of the two facilities and the participants is as follows.
Children's Shelter
This facility was located in a suburban area and was considered a short-term shelter specifically for foster children; it could accommodate up to 20 children aged 8-18 years. Children were placed in the shelter for a variety of reasons; however, most children who remained in the shelter for extended periods of time had behavioral problems that inhibited placement in alternative and less restrictive settings, such as with foster parents. The facility consisted of both a boys and a girls section. There were three bedrooms for boys and six bedrooms for girls. Each section also had one common area and one or two bathrooms. Other rooms in the facility included one unlocked time-out room, staff member offices, and conference rooms. All participant training sessions were held in one of the conference rooms located at the facility.
A total of 19 employees were trained at this facility, which included 18 direct care staff and 1 supervisor. Thirteen of these individuals were female, and 6 were male.
Locked Residential Treatment Facility
This facility was located within a metropolitan setting and housed up to 17 children, although it averaged around 13 children at any given time. The facility accepted children ages 13-17 years, and approximately 60% of these were foster children. Children served by this facility had significant emotional, behavioral, and psychological problems due to histories of physical abuse, sexual abuse, neglect, abandonment, or unresolved trauma; psychological conditions that hindered them from functioning in a family environment; or some combination of the above. Often, these children engaged in severe problem behaviors including aggression and self-injury. The design of the facility included nine bedrooms with adjoining bathrooms, one large common area, two classrooms, one training room, and two small locked treatment rooms (one set up specifically for mechanical restraints and the other as a time-out or calm-down room). All participant training sessions were conducted in the training room at the facility. Coaching sessions were conducted wherever the staff and children were located during the session, typically the common area.
A total of 25 employees were trained at this facility, which included nine direct care staff, seven nurses, three therapists, two licensed nurse practitioners, two teachers, one occupational therapist, and one psychologist. Nineteen of these individuals were female and 6 were male.
Training Program
Behavior Analysis Services Program. All training was conducted by certified behavior analysts employed by the Behavior Analysis Services Program (BASP). The BASP is contracted through the Department of Children and Families in the state of Florida to provide competencybased behavioral parent training and other behavioral services to caregivers and children in the child welfare system (Van Camp, Borrero, & Vollmer, 2003) . The population in the child welfare system encompasses biological, foster, relative, and adoptive caregivers and children, as well as institutional staff and children. Currently, there are over 60 certified behavior analysts working in all 13 service districts across the state of Florida. Generally, the services provided by the BASP include caregiver classes and individualized caregiver training, individualized assessments and interventions of child behavior problems, and other consultative services. The BASP training was designed to help caregivers learn how to teach children appropriate behavior and replace problem behavior with more socially acceptable alternative behavior using proactive strategies. For additional information about the BASP, readers are referred to Stoutimore, Williams, Neff, and Foster (in press ).
Training curriculum. Training for staff members at both facilities consisted of 15 hr of classroom-based instruction on the Essential Tools for Positive Behavior Change curriculum. At the locked residential facility, staff members were trained over a 2-day period, 7.5 hr each day. The children's shelter staff members attended five 3-hr sessions over a 5-week period (one 3-hr session per week). All training was taught by certified behavior analysts, as described earlier. Teaching methods included a combination of didactic instruction, group discussions, activities, practice, and role-play scenarios. During all classes, there was an emphasis on the demonstration of parenting skills that are taught through role plays in which a behavior analyst plays the role of the child while class participants demonstrate their ability to use a new tool.
The basic curriculum content included training in the use of six "tools" to increase desirable child behaviors and decrease undesirable behaviors. The curriculum is based on basic behavior analytic principles and was developed primarily from the book The Power of Positive Parenting (Latham, 1900) . This text was also used during class, and all participants were given a copy of the book and reading assignments for each class. Table 1 describes each tool and the behavioral procedure and rationale associated with that tool. In the curriculum, each of the tools is task analyzed with a list of steps. Staff at both facilities were taught the tools using these task analyses. The description of each individual task analysis is provided in the Appendix. For further details on the curriculum, please refer to Van Camp et al. (2003) . The BASP curriculum does not include any type of training on restrictive procedures. Therefore, the behavior analysts did not provide any instructions on the use of restrictive procedures at either facility.
Coaching (locked residential treatment facility only).
In addition to the 15-hr staff training program, a coaching procedure was used for 7 of the direct care staff of the locked residential facility. The behavior analysts who conducted the training at this facility decided that onsite coaching on tool use might increase staff's ability to implement the tools they were taught in class and provide further help to staff when onsite problems arose.
The coaching procedure involved the behavior analyst's observing staff for short periods of time, prompting staff to use tools, and coaching staff on the accuracy of tool use. Staff members were also instructed to carry a pocket-sized tool step guide (i.e., that listed all of the steps for each tool) at all times.
Measurement and Experimental Design
The primary dependent measure was the number of restrictive procedures performed prior to and after training. As an ongoing requirement at both facilities, staff were required to record on either an incident report form (children's shelter) or an emergency procedure form (locked residential treatment facility) when a restrictive procedure was implemented. This procedure was already in place as part of the requirements at each facility and remained the same during and after training.
The specific procedures for the locked residential treatment facility were for staff to record when a procedure was used and to code the procedure on the basis of type. This facility was required by law to document whenever a procedure was used, and all documents were reviewed and signed by direct care staff and supervisors on an ongoing basis. All staff were educated by the mental health mandatory education yearly standards to deescalate patients. They were also trained to use the Crisis Prevention Institute training techniques, which help to ensure that safe physical interventions were used (Crisis Prevention Institute, 2006). Staff were taught specific procedures for physically restraining children. Four different types of procedures were coded: physical holds, mechanical restraints, seclusion, and chemical restraint.
Staff at the children's shelter also recorded the type of procedure used and the circumstances surrounding the use of the procedure, including the behaviors that may have led to the use of the procedure and how staff responded to those initial behaviors. They were required to record the use of restrictive procedures by the local community-based care organization in their district. All staff were required to attend Techniques for Effective Aggression Management (T.E.A.M.) training to ensure that safe physical interventions were implemented (Ward, Beane, Potts, & Pensel-Potts, 2003) . During T.E.A.M. training, staff were taught specific procedures on implementing each category of restrictive procedures. The categories of restrictive procedures used at the children's home included physical take-downs, time out, elbow control, and an "other hands-on intervention" category.
A nonconcurrent multiple baseline across facilities was implemented to assess the effects of the training on the frequency of restrictive procedures. The baseline was staggered by 1 month. Therefore, pretraining data were collected for 3 months at the children's shelter and for 4 months at the locked residential facility prior to the implementation of training.
Antecedents and child behaviors. In addition to the data on restrictive procedures, the data collected by the staff at the children's shelter on the incident report forms permitted additional analyses of interest. This included the particular child behaviors and the antecedents to those behaviors that led to the use of restrictive procedures. For example, a record might indicate that a child was noncompliant with a staff request (antecedent), the staff member then approached the child, the child then became aggressive (behavior), and this led to the implementation of a restrictive procedure (e.g., time out). In this way, both the antecedents and the child behaviors that led to the use of restrictive procedures were recorded. All incidents of restrictive procedures included this additional information with the exception of 9 occurrences in baseline and 12 occurrences following training when the antecedent data were either not recorded or the record was uninterpretable by research staff, in which cases the data were not included. 
RESULTS
Figure 1 displays the total frequency of restrictive procedures reported to have been implemented for each month at both facilities during pretraining and posttraining. The locked residential treatment facility showed a 70% reduction in reported restrictive procedures, while the children's shelter showed a 47% reduction in reported restrictive procedures. Figure 2 shows a breakdown of the frequency of each specific type of restrictive procedure that was reported to be implemented during each month of the pretraining and posttraining periods. Please note that the frequency (y-axis) varies for each individual procedure graph. At the children's shelter, three out of five restrictive procedures decreased. Time out remained near pretraining levels, and an increase in other hands-on interventions occurred initially; a new procedure resembling a bear hug was implemented in which staff would hold a child with their arms wrapped around them. This procedure was not reported during the pretraining phase but was reported to have been implemented by staff in the posttraining phase and was included in the other hands-on intervention category. Also, at the children's shelter, injuries were reported to have decreased by 50% (i.e., 10 reported during pretraining and 5 during posttraining). At the locked residential facility, all types of restrictive procedures decreased, although the frequency of seclusion only decreased during the 6th month. Figures 3 and 4 show the reported child antecedents and child behaviors, respectively, that led to the use of restrictive procedures at the children's shelter. The child antecedent with the highest frequency in both pretraining (49 times) and posttraining (24 times) was noncompliance. The "problems in time out" category refers to times the child continued to engage in behavior while already in time out, such as yelling, that led to more serious behavior, resulting in another restrictive procedure being implemented, such as a take-down procedure. The child behavior leading to the use of a restrictive procedure with the highest frequency in both pretraining (37 times) and posttraining (20 times) was aggression. The reported use of a restrictive procedure after a child engaged in "verbal junk/nonharmful" behavior (i.e., defined as any age-typical behavior that may be annoying but is not physically harmful to self, others, property, or animals) appeared to decrease substantially from 24 times pretraining to 7 times posttraining.
DISCUSSION AND APPLICATIONS TO PRACTICE
The results showed decreases in the reported use of restrictive procedures at both facilities following training in the Essential Tools for Positive Behavior Change curriculum. This suggests that utilizing a proactive behavioral approach to train staff how to interact with children in positive ways may help to decrease the need for restrictive procedures. The greatest reductions were also observed in those procedures that might be considered more restrictive than others, including mechanical restraint (82% decrease) at the locked residential treatment facility and take-downs (95% decrease) at the children's shelter. A reduction in time-out was not observed at the children's shelter; however, this might be considered one of the least restrictive procedures, since it does not involve any physical holding of a child.
These results should be approached with caution, as there are several limitations. It is possible that other variables that were not systematically controlled for may have been responsible for the changes in the reported use of restrictive procedures. The children's shelter required their direct care staff to attend training due to high levels of restrictive procedures. Since staff had been made aware of their high levels of restrictive procedures, they may have decreased their use of these procedures without training. For instance, a study by Singh, Singh, Davis, Latham, and Ayers (1999) suggested that feedback to staff and policy changes alone could result in a reduction in restrictive procedures.
With the current study, many of the direct care staff were informed several months before the start of training that the levels of restrictive procedures at their respective facilities were considered high, but they were not given specific instructions on how to reduce the frequency of these procedures or what might be a more acceptable implementation level. Also, no known policy changes with regard to restrictive procedures occurred at either facility during the length of the evaluation. Nevertheless, one cannot rule out the possibility that being told to attend training might have resulted in a subsequent reduction in the use of restrictive procedures, regardless of the actual training content. The current analysis would have been strengthened if objective data on staff competence and performance had been obtained before and after training. Demonstrations of enhanced competence could have strengthened the inferred association between the training and the use of restrictive procedures. Future research in this area could provide data on staff acquisition of the training content as well as staff performance on the job. Independent verification of the use of restrictive (and nonrestrictive) procedures would also be helpful in strengthening the credibility of the data and the relationship between training and staff-child interactions.
As indicated previously, the assumption of the study was that staff behavior would change as a result of the training, and that this change in staff behavior would lead to a decrease in the use of restrictive procedures. Although direct observation data are not available, it is interesting that anecdotal reports from staff indicated that staff found the tools useful in interacting with youths. Behavior analysts also observed staff at various times during both pre-and posttraining and reported that staff interacted more positively and engaged in fewer coercive interactions after training. Furthermore, a staff satisfaction survey was conducted at the locked residential treatment facility, indicating that 97% of the staff who attended the training found the training to be helpful and would recommend the class to others. While these reports do not substitute for direct and reliable observations, they offer encouragement regarding the value of the training and the potential for more rigorous analyses to identify functional relations.
This study had only a 3-month posttraining phase and did not examine the long-term maintenance effects of training. Staff turnover has been problematic at both of these facilities and at most group facilities for foster children. To maintain these effects, it may be necessary to train all new staff and conduct periodic retraining or booster training of current staff. However, it would be highly labor intensive for behavior analysts to continually be conducting trainings. Some type of self-sustaining system within each facility might be necessary, perhaps by training directors or managers to be trainers themselves and subsequently conduct their own trainings for new staff. Studying the long-term effects is critical, and future studies should investigate ways to sustain training effects within these types of group settings for children.
In conclusion, the current study demonstrated that behavioral staff training-more specifically, teaching the tools for positive behavior change-may decrease the use of restrictive procedures at two facilities for youths in foster care. These results were maintained for the 3-month period of posttraining data collection. The results are encouraging, suggesting that behavioral staff training could lead to decreases in the use of restrictive procedures, which concurrently suggests the possibility of decreases in child problem behaviors. These findings highlight the importance of providing behavioral parent training to staff at group facilities for children, both in proactive strategies and in appropriate ways to manage problem behavior. Finally, it is important for further studies both to collect direct observation data of child and staff behavior and to evaluate the contingencies in place to support staff's continued use of proactive behavioral strategies, such as the tools for positive behavior change.
